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Abstract 
Background: Social capital has been described as a person’s sense of belonging as a result of the 
number and type of relationships she/he has, in which trust and reciprocity are especially 
important. Aim: To illuminate older persons’ experiences of social capital and depressive ill- 
health after implementation of the CCM. Methods: Data were collected from nine participants 
resident in two districts of Norway by means of individual in-depth interviews. A qualitative her-
meneutic analysis was performed. Results: Two overall themes, desire for a guardian and a wish 
for independence despite being dependent, and two themes emerging from the analysis. The first 
theme—searching for protection was based on three sub-themes overwhelmed by the emotional 
pain of other people, a sense of exclusion and worries about the future, while the second theme— 
the need for a relationship with trustworthy persons comprised two sub-themes, namely, emo-
tional pain was not understood and powerlessness to change the situation. The result of this study 
highlights the need for greater understanding on the part of healthcare professionals of how older 
persons manage their social relationships. Healthcare professionals require more knowledge 
about how negative self-beliefs held by older persons suffering from emotional pain, which can 
lead to reduced ability to trust other people. Another consequence is that fear of being dependent 
on other people can result in unwillingness to admit the need for help. Conclusion: This study 
highlights the lack of social capital in older persons who suffer from depressive ill-health. The im-
plementation of the CCM does not appear to improve the situation. Older persons need to be more 
aware of their social needs and productive interactions in order to protect themselves and obtain 
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support from their social network. 
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1. Introduction 
Over 350 million people fail to acknowledge that they suffer from depressive ill-health and do not seek treat-
ment [1]. A recent World Health Assembly called on the World Health Organization and its member states to 
take action in this area [1]. Mental ill-health, such as depression, is a multifaceted phenomenon that has its roots 
in the realities of human beings’ lived experiences [2]. The label “depressed” or “depressive” implies social 
sanctions often associated with fear and lack of understanding on the part of society [2]. One definition of men-
tal ill-health is “each person’s experience of living in his or her internal and external world during a period of 
personal despair or when his or her autonomy is temporarily impaired” ([3], p. 23). Depression in older persons 
is described as a complex health problem and has increased markedly over the past decade, indicating that in the 
future, older persons will suffer from this condition [4]. By the year 2020, depression is predicted to be the 
second largest cause of injury and disease in the world for all ages and both sexes [5]. Late-life depression is 
common in primary care settings, affecting at least 5% to 10% of older persons [6], although it remains un-
der-detected in older persons who live in their own home [7] [8]. 
1.1. Literature Review 
Putnam [9] defined social capital as networks, norms and trust that facilitate cooperation for mutual benefit 
within social organizations or communities. Social capital is developed, used and given value by the interaction 
between individuals [9]. It can constitute a sense of belonging that results from the number and type of relation-
ships a person has, in which trust and reciprocity are especially important, as they enhance the ability to act both 
individually and collectively in ways that improve well-being [9]. According to Torche and Valenzuela [10], re-
ciprocity is experienced as diffuse, taken for granted and rarely generalizable. For this reason social capital has 
been used to explain health disparities and promotion [11]. 
Different forms of social relationship have been described as essential when suffering from depressive ill- 
health [12]. Forsman [13] demonstrated that limited social networks were associated with depression and psy-
chological distress in later life. Previous studies have revealed the impact of cognitive aspects of social capital 
on mental health [14] and positive correlations have been found between interpersonal trust, sense of security 
and mental health in populations including older persons [15]. The study by [16] demonstrated that when older 
persons searched for the meaning of their experiences of depressive ill-health and family support, they hovered 
between feelings of dignity and indignity. Nasser and Overholser [17] considered that relationships with friends 
could be more effective for alleviating depressive ill-health than those with family members. Depression is often 
accompanied by considerable social isolation and withdrawal from activities that would be essential in providing 
emotional support and assistance [6]. Family relationships may not always be good for a depressed person’s 
health. Recent research has identified several negative consequences of social capital [18]. According to Kay 
[19], the networks and trusting relationships developed among people who share certain values can serve to ex-
clude others and prevent new or different people from becoming part of the network. Nyqvist et al. [15] revealed 
that family and friends at the micro level were a key factor in the generation of social capital and well-being in 
older people. Social capital can accumulate within any group and be used to advance the private interests of its 
members, sometimes the detriment of others in the community, particularly poor people [20].  
1.2. Problem Statement 
This study represents the third evaluative phase of a larger investigation aimed at implementing the CCM for 
older persons suffering from depressive ill health in the community [12] [21] [22]. The researchers who con-
ducted the present study evaluated older persons’ experiences of social capital and depressive ill health after im-
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plementation of the Chronic Care Model (CCM), which has been used in several studies as a conceptual model 
for quality improvement. The CCM was developed by Wagner et al. [23] and comprises six components: 1) 
community resources and policy; 2) the health system and the organization of healthcare; 3) self-management 
support; 4) delivery system design; 5) decision support; and 6) clinical information systems. The final stage of 
the CCM is called productive interactions (see Figure 1), which can be assumed to have the same meaning as 
social capital. In this evaluation study, the participants were asked about their experience of change in social 
capital, i.e., productive interactions during the previous 12 months. Productive interactions between the health-
care team and patients have been reported to facilitate assessment, self-management support, optimization of 
therapy and follow-up, all of which are associated with positive outcomes [23]. Interactions can be productive 
when patients are active, informed and participate in their own care, for which they require the information, 
skills and confidence to make the best use of their involvement with the healthcare team. Self-management 
support is an important component of the CCM, as depressed older persons must be active in order to benefit 
from social interactions that can help them to better manage everyday life. Ensuring productive interactions by 
means of evidence-based care and self-management support has proved to be difficult in practice [23]. 
 
 
Figure 1. Social capital and depressive ill-health—an evaluative approach to the implementation of the 
Chronic Care Model (CCM).                                                                  
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1.3. Aim and Research Question 
This study is to illuminate older persons’ experiences of social capital and depressive ill-health after implementa-
tion of the CCM. The research question is how did the participants describe their social capital when suffering 
from depressive ill-health?  
2. Methodology 
2.1. Design 
This follow-up study employed a qualitative hermeneutic approach [24] [25] in order to interpret experiences of 
social capital and depressive ill-health. A key assumption in this approach is that meanings can only be unders-
tood and interpreted in the context in which they arise, i.e., through the lived experiences of those involved [24]. 
In healthcare, the overall goal of a qualitative hermeneutic approach is the provision of high quality care, which 
means continuing to explore what Gadamer [24] called “lived experiences” using intuition and empathy, thus 
creating hope and future opportunities [12]. In line with Gadamer’s [24] philosophical hermeneutics, the me-
thodological approach is both an underlying philosophy and a specific mode of interpretative reading of narrative 
texts. In this evaluation study the authors explored older persons’ (60 years and more) experiences of social cap-
ital and depressive ill-health, which requires a certain pre-understanding of the topic [24].  
The authors’ pre-understanding is based on theoretical and practical knowledge gained from their professional 
experience as psychiatric nurses, supervisors and researchers. The pre-understanding of working as a psychiatric 
nurse was brought into the open, which allowed it to be reflected upon during the research process. The fourth 
author has a background in intensive care and is not familiar with the psychiatric care context. All authors have 
experience of conducting qualitative analyses. 
2.2. Trustworthiness 
When employing a Gadamerian approach the researcher must demonstrate the trustworthiness of the research 
process as well as the truthfulness of the analysis. Lincoln and Guba’s [26] criteria are applicable to a Gadame-
rian research process. To facilitate the interpretation and analysis of data we included direct quotations to 
strengthen credibility and represent the participants’ perspective. Consensus about the meaning of the statements 
is in line with the concept of confirmability. Neutrality or objectivity in hermeneutic qualitative research can be 
impossible to obtain. Transferability is often not applicable in a hermeneutic qualitative design, but we tried to 
ensure applicability to the reader’s own context.  
2.3. Participants 
The participants comprised two men and seven women selected from a sample of 29 older persons from the two 
communities in Norway who had been interviewed one year earlier [12] [16] as part of the Chronic Disease 
Management—implementation and coordination of healthcare systems for depressed elderly people project 
(2011/2012). The inclusion criteria were: persons diagnosed with a depressive or mood disorder, able to under-
stand and speak the Norwegian language, resident in a community in Norway, referred to community healthcare 
during the previous six months, over 60 years of age and willing to speak about their experiences. In this evalua-
tion study, some of the participants in the first interview asked by the first and second authors proved to be good 
narrators and spoke about their social relationships if they would be willing to participate on a second occasion. 
The researchers (AL and ALH) made a list of those who expressed an interest, which they gave to the community 
mental health nurse, who phoned those on the list. The participants were interviewed in their own home. Their 
mean age was 67 years. The participants were interviewed either in their own homes or in the researchers’ offices. 
Their mean age was 67 years. There were two men and seven female participants. Two suffered from bipolar 
disorder, while seven had been diagnosed with depression. Two were widows and seven were divorced. All of 
them lived alone. 
2.4. Data Collection  
Data were collected in 2013 by means of individual interviews that took the form of a dialogue between the first 
and second authors (ALH and AL) and the participants. The following question was posed, “Can you please tell 
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me if you have any experiences of changes pertaining to social capital (productive interactions) and your de-
pressive ill-health during the past 12 months?” The interviews, which were audio-taped and transcribed verbatim, 
lasted between 60 and 120 minutes.  
2.5. Data Analysis 
Interpretation of texts is a central part of the process of understanding in a Gadamerian hermeneutic approach. 
According to Lincoln and Guba [26], a key assumption in qualitative hermeneutic analysis is that meanings can 
only be understood in the context in which they occur. The first step in the analysis process was to increase un-
derstanding by reading the text several times and moving from the parts to the whole and back again in an itera-
tive manner. The second step provided a deeper understanding of social capital and depressive ill health on a 
higher level of abstraction by searching for more general meaning patterns. Such interpretation is described as 
going beyond linguistics to find the essence of the text [24]. The authors discussed the interpretation several 
times to clarify and validate the meaning. They finally reached consensus and expanded the understanding of the 
experiences of social capital and depressive ill health reported by the older persons. 
2.6. Ethical Considerations  
The Ethical Guidelines for Nursing Research in the Nordic Countries, Northern Nurses Federation [27], were 
adhered to. Approval for the study was granted by The Regional Ethics Committee of Western Norway (No. 
2010/2242). The interviews were conducted in a sensitive manner so as not to increase the older persons’ feeling 
of being overwhelmed by their lived experiences of depressive ill-health [28]. The older persons were provided 
with detailed written information and signed a consent form. They were assured that their name and identity would 
not be disclosed and that they had the right to withdraw at any time. All data were stored in a locked and fireproof 
filing cabinet. 
3. Findings 
Two overall themes, desire for a guardian and a wish for independence despite being dependent, and two themes 
emerged from the analysis. The first theme—searching for protection was based on three sub-themes over-
whelmed by the emotional pain of other people, a sense of exclusion and worries about the future, while the 
second—the need for a relationship with trustworthy persons comprised two sub-themes, namely, emotional 
pain is not understood and powerlessness to change the situation. 
3.1. Desire for a Guardian 
Social demands are part of a person’s social capital and often related to productive interactions between indi-
viduals or organizations in a community. Although the participants had social capital it seemed fragmented and 
not very productive. The latter implies contact between various relationships, but in the present study, contact 
between family members, friends and professionals in the depressed older persons’ social networks was by 
chance. Therefore, the older persons desired a guardian to help them with social participation and setting boun-
daries for themselves. Such a guardian can be a nurse or another mental health professional who can judge the 
right time to include the older person in social activities, while protecting her/him from social demands and ex-
pectations. Social activities and participation are considered a way to strengthen the experience of being capable.  
“I force myself to listen to other people. But I have to think about myself too. So I’m working on this.” 
(Woman No. 2) 
3.1.1. Searching for Protection 
The depressed older persons revealed their vulnerability, sensitivity and thus their need for protection in order to 
avoid being overwhelmed by the demands of social relationships. They stated that they felt obliged to listen to 
the problems of other vulnerable people. For this reason they needed to set boundaries for themselves and de-
sired a guardian to protect them. They reported that when they refused contact and set boundaries they felt as if 
they had committed a crime. One woman stated, 
“I cannot go to the Day Centre because I’m afraid of the other patients.” (Woman No. 7) 
A. L. Holm et al. 
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Another described her relationships with other people as follows: 
“It’s hell seeing the other patients struggle, I cannot stand it. I cannot say no to them.” (Woman No. 9) 
3.1.2. Overwhelmed by the Emotional Pain of Other People  
Several of the participants described feeling guilty, having a serious moral conflict with themselves and being 
overwhelmed by other patients’ emotional pain and suffering. They explained that they could not bear the other 
patients’ burden. However, being unable to alleviate suffering increased their own guilt, 
“One of the worst things when admitted was watching the suffering of the other patients. I knew many of 
them from the past. I cannot say no to them, so they hang on to me. I remember a young girl told me about 
her life, which really was a mess. She committed suicide that same night and I should have talked more and 
comforted her.” (Woman No. 9)  
One woman described having a guilty conscience when she refused to listen to other patients’ problems, be-
cause it made her agitated. She explained that she could not support these patients, 
“I find it difficult to set boundaries to protect myself. I experience a conflict within myself because I want 
to be a companion. I’m afraid that the patients may notice my agitation. I feel sorry for them and become 
upset on their behalf. But I cannot bear their burdens.” (Woman No. 2) 
Some reported that they could not cope with the conflicts and subsequent guilt. One stated, 
“I have told my family that I want to distance myself from all these conflicts and the subsequent guilt. I 
have to protect myself.” (Woman No. 5) 
3.1.3. A Sense of Exclusion 
The participants revealed that they felt lonely and alone in the community, which led to a sense of exclusion. 
They stated that nobody cared about the elderly, especially persons who suffered from mental illness, 
“My family does not live here and I experience that nobody cares. I don’t belong here, I feel different, 
lonely and alone.” (Woman No. 1) 
Nor do they feel supported in their community. One woman stated, 
“I don’t feel included in the church. No one ever asks me about my depressive ill-health although they 
know about my problems.” (Woman No. 4) 
3.1.4. Worries about the Future 
The participants described being deeply concerned about people they care about such as their family and friends. 
Some worried about the health of their children or grandchildren, others about how their grandchildren will 
manage in life, which also involved grief and loss. They described being concerned all the time and thinking ca-
tastrophic thoughts such as “What will happen next?” As a consequence their strength diminished. One partici-
pant stated that in her view this was “a wrong way to live”, 
“What worries me most is that my daughter has an eating disorder. I’m afraid she will suffer a breakdown 
one day.” (Woman No. 1) 
Another stated, 
“My grandchild died in summer 2012. She was only six months old. Another grandchild has been in prison. 
I don’t know what he did. I worry a lot about how it will end. There’s a curse on my family.” (Woman No. 
5) 
3.2. A Wish for Independence despite Being Dependent 
The participants revealed that they wish to be independent despite their dependency on other people. Indepen-
dence can be related to autonomy as well as social independence that can provide a view of dependency related 
to social demands and expectations. Freedom and autonomy are highly valued in our society. Is it possible to be 
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independent and autonomous while admitting one’s dependence? Anxiety can be related to the fear of becoming 
increasingly dependent on others and is understandable in the context of older persons’ existential situation. It 
raises the question about how long one will be able to maintain one’s autonomy and independence. 
“Everybody tells me that I must be positive. Think about everything you can be positive about. I struggle to 
be positive, but I have too many mixed feelings inside.” (Woman No. 5) 
3.2.1. The Need for a Relationship with Trustworthy Persons 
The participants explained that they need a nurse, a mental health professional or another person to help them 
see the realities of and opportunities in their daily life. One stated, 
“When I experience that past struggles are coming back, my friend tells me, ‘You must not think about past 
trauma any more, you must stop that’. He’s right of course.” (Woman No. 2) 
The participants explained that they needed a human being who was not part of their social network in this 
role as they did not want to burden their family or friends. One of them stated,  
“Even if you have a family you do not want to burden your relatives or friends. You have to find someone 
else to support you.” (Woman No. 5) 
Some of the participants revealed that they were abused and had lost trust in family and friends. One of them 
stated this, 
“I was forced to guarantee a loan for my daughter when I was admitted to hospital in 2011. I was not aware 
of the consequences because I was confused after the operation. Today I’m a broken man; I feel abused and 
have lost all trust in my daughter. I have nothing to live for anymore.” (Man No. 3) 
3.2.2. Emotional Pain Is Not Understood 
The participants revealed that they cannot expect too much of their family and that persons who have suffered 
themselves are more capable of understanding. They explained being unable to place too much strain on family 
and friends as they do not understand the emotional pain. One stated,  
“One evening I became very worried about my son in Dubai and sent a text. My daughter in law phoned 
back and said, ‘I will pray for you and so on’. They don’t understand that it is of no comfort to me to hear 
this over and over again. I could have said, ‘I know’, but I cannot say that. They try their best, they really 
do.” (Woman No. 5) 
3.2.3. Powerlessness to Change the Situation 
The participants had different experiences of powerlessness to change their situation in the community. One par-
ticipant related about the instructions received when joining a support group,  
“There were five members, mostly older persons (older than me). We were told not to talk about our mental 
ill health. But then we did not know what to do. So we quit the group.” (Woman No. 7) 
Another woman commented, 
“Everybody tells me that I must be positive. Think about everything you can be positive about. I struggle to 
be positive, but I feel powerless with too many mixed feelings inside.” (Woman No. 5) 
4. Discussion 
The aim of this study was to illuminate older persons’ experiences of social capital and depressive ill-health after 
implementation of the CCM. The research question was: How did the participants describe their social capital 
when suffering from depressive ill-health?  
Overall, the participants reported that their social capital was limited. The CCM does not seem to meet the so-
cial needs of older persons. The most important finding is the participants’ desire for a guardian, which is asso-
ciated with productive interactions that constitute social capital. A guardian can be related to the leadership func-
tion in the well-prepared team described by Holm and Severinsson [21]. However, social capital includes the de-
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pressed older person’s entire network as described by Putnam [9], which requires a person they can trust for this 
role. Social support is part of the professional network in Norway and administered by the healthcare service. To 
get a decision about such social support is hard to obtain. The CCM does not seem to meet the social needs of de-
pressed older persons. Wagner et al. [23] did not mention the need for a chronically ill person to have a network 
willing and able to cooperate with the mental healthcare team and its coordinator.  
The depressed older persons were searching for protection by a guardian with expert knowledge, sensitivity 
and an understanding of their fear. However, such persons do not exist at present. In reality, the only person who 
can fulfill this role is a case/care manager or mental healthcare team coordinator defined in the CCM as a pro-
fessional nurse, primary care physician or social worker. Nevertheless, the mental healthcare team coordinator 
cannot take on the role of guardian. Therefore, the question is who can ensure that older persons feel safe in 
their social interactions. In addition, there is a need to promote self-management for older persons who suffer 
from depressive ill-health. Holm et al. [12] reported one theme: relationships and togetherness. The support pro-
vided by social relationships did not imply a solution to the problems experienced by depressed older persons, 
but rather a person to person relationship that endowed life with meaning. Respect implied reciprocity as well as 
mutual acknowledgement of differences and was derived from the reality that one is fundamentally related to the 
other. This is supported by Hedelin and Jonsson [29] as well as other research demonstrating that social support 
can serve as a buffer against depression and facilitate recovery, as it prevents isolation [6] [30]. Peer support 
groups have been described as a way of obtaining mutual respect [31] [32]. 
Overwhelmed by the emotional pain of other people revealed that the older persons appeared distressed by 
seeing the needs and problems of fellow patients and being unable to help them. In such situations human beings 
seem to sense that they are responsible for others as outlined by Levinas [33]. However, when a person is ex-
tremely vulnerable, it is impossible to assume others’ burden, which increased her/his own emotional pain. They 
wanted to be a good companion, free from guilt and inadequacy. The conscience can facilitate understanding of 
the other’s emotional pain although it differs from one’s own. The realization of one’s existential aloneness be-
comes visible in this state of emotional pain and suffering, alienating the older person from her/himself. There 
appears to be an invisible partition between the world and the person. However, as the study by Holm et al. [12] 
revealed, by exhibiting a great deal of courage the participants experience being a person and not only a victim. 
Emotional pain seemed to increase in situations characterized by a sense of exclusion [34]. The wish for protec-
tion highlights the relational struggle and appeared to be a cry for connectedness with others while at the same 
time remaining autonomous. The older persons seemed to feel ignored, which has been defined as a process 
whereby certain individuals and groups are unjustifiably excluded and discriminated against [35]. The exclusion 
of older persons has been described as leading to the development of prejudices, ageism, popular stereotypes 
and taboos, damaging self-beliefs, lack of public discussion as well as alarmist popular and professional state-
ments about burden and costs [36]. Discrimination in the provision of services for physical health problems in 
those who suffer from mental health conditions has also been reported [36]. Even when municipal resources are 
available to support older persons with depressive ill health, such individuals do not always seek care [36]. The 
result is isolation, refusal to make use of resources and silent suffering [22] [35] [36]. Exclusion and negative at-
titudes towards people with a range of mental disorders including depression have been investigated in studies 
undertaken in several countries [37]. Generally, beliefs about people with these disorders, societal attitudes and 
the desire for social distancing have been explored [38] [39]. Lasalvia [40] contributed to the understanding of 
depression-related discrimination by assessing the nature and severity of exclusion and discrimination reported 
by over 1000 persons with depression in 35 countries. Worries about the future is related to depression and an-
xiety. Older persons who suffer from depression seem to have fewer mental and social resources to distract them 
from thoughts of future disasters. Research has revealed that they increasingly worry about many things and that 
the type and degree of worry vary across the life span [41]. More intense worries were related to greater severity 
of depression among the oldest old. Emotional support from adult children had a positive effect on depression 
and worries, while social support was important for understanding catastrophic feelings about the future [42]. 
Depressed elderly persons seem unwilling to acknowledge finding it difficult to deal with stressful events but 
are less likely to be ambiguous about their future. Human beings have a desire to make sense of their life—as 
opposed to merely solving problems. Such a desire can change the focus from ill health and illness to the human 
being, giving a person time and space to talk about her/his worries related to grief and sadness that were not 
previously articulated. Personal growth can continue into old age [43]. However, one may become more sensi-
tive about being taken seriously, which can easily lead to potential and optimism being undermined. Thus, the 
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existential dimension of being in the world is not necessarily related to complete freedom from worry. In most 
situations dominated by anxiety, it is possible to increase an older person’s strength by enhancing her/his digni-
ty. 
A wish for independence despite being dependent can be seen as every human being’s need of freedom and 
autonomy. However, according to Levinas [33], nobody is completely free as each individual is always con-
nected to other human beings. As an ethical principle, autonomy includes liberty, which implies independence 
from controlling influences and the capacity for intentional action [44], but at the same time one needs to reflect 
on the meaning of taking responsibility for the other [45]. The wish for independence means that the older per-
sons recognize an opportunity to be connected that indicates a maturity that they are striving to achieve. Taking 
responsibility for other people seems to reduce the sense of being dependent [33]. However, the older persons 
might not be prepared for such responsibility and perhaps wish to avoid it. Many years ago Tillich [46] sug-
gested that human beings must use their willpower to gain independency and self-confidence. In order to 
achieve this Tillich [46] suggested that one had to use one’s self-affirmation of one’s will. The study by Hill-
coat-Nallétamby [47] revealed that dependence could have different meanings for older people, but certain 
meanings were common to all contexts: accepting help at hand; doing things alone; having resources such as 
family, friends, and money; and preserving physical and mental capacities. The need for a relationship with 
trustworthy persons can be interpreted as a search for new contextual and existential meaning [48]. This 
represents a challenge as older persons who suffer from depressive ill-health wish to be independent. Loneliness 
appears to be due to lack of trust and ability to relate to other people. However, social capital is not always pro-
ductive, as it can be demanding and lacking in trust. The ability to establish a trusting relationship can depend on 
one’s level of self- respect and self-confidence as well as respect for others. The burden of moral conflict 
seemed ever present for these older persons and increased their inner lack of well-being. Depressive ill-health 
can lead to inability to concentrate, accompanied by a wish to withdraw from social encounters while at the 
same time needing to trust another person. Thus productive interactions should be viewed in the light of the old-
er persons’ experiences. Lack of a person they can trust could hinder their potential and have a negative impact 
on how they look at the future. Tillich [46] suggested that lack of awareness of non-being resulted in an absence 
of self-affirmation and lack of trust. The older persons considered that they needed a person outside the family 
who understanded their emotional pain to help them find their own path into the future. In most desperate situa-
tions it is possible to increase a human being’s strength by enhancing her/his self-determination and dignity. 
Research has revealed that in order to achieve self-management, the focus must shift to encouragement, en-
gagement and support [22] [23]. Older persons need to see the various steps in the life cycle that help them to-
wards self-overcoming [49] (Erikson, 1980). In order to reach such a state one can, as Stickley and Freshwater 
[50] suggested, reflect together with the patient on her/his vulnerability and longing to be confirmed, trusted and 
listened to. Such an approach can be a tool for improving nurses’ and healthcare providers’ awareness of their 
own role in the dialogue, especially if the depressed older person has a sense of powerlessness to change the 
situation. This can be related to feeling rejected in the social context of productive interactions, described as an 
arousal of emotional pain in recent research [51]. 
5. Study Limitations 
This study has several limitations. Firstly, our sample is small and contains more women than men. It is possible 
that a larger sample and higher proportion of men would have produced different results. Hassan [52] stated that 
any research including reported data about past experiences was always weakened by the limitations of the indi-
viduals’ memory and the influence of the human recall process. Such “recall bias” is not applicable in the 
present study, which only covers a 12 month period, as it is more pronounced when participants discuss events 
that occurred many years ago. 
6. Recommendations 
This study reveals that older persons need to enhance their social capital. Older persons suffering from depres-
sive ill-health constitute a vulnerable group and require protection in order to be socially active. More research 
is needed about how older persons cope with experiences of exclusion in their social relationships [53]. In order 
to address their need for protection it will be necessary to develop a social inclusion action plan, especially in 
settings where other patients may add to their emotional pain. This study highlights the fact that experiences of 
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being excluded from the social network increases emotional pain, which accords with research that has revealed 
a nullifying or impairing of equal enjoyment of rights [1] [5]. The experience of feeling violated and guilty in-
creases when one is older and labeled as depressed [2]. Depressive ill-health has been described as a label that 
evokes fear and lack of understanding in society [2], which should be taken into consideration when organizing 
care. Healthcare professionals need to develop productive interactions that can empower older persons to obtain 
social contacts that can be helpful in their support network. These older persons wish to be independent, active 
and included in society [21] [22], but because of their depressive ill-health it must be understood that they may 
require more time to find people they can trust. Occasionally they even need persons to help them to set bounda-
ries for themselves in situations where they are unable to do so. Such social contacts must be supervised by ex-
perienced health care professionals. 
7. Conclusions 
This study highlights the lack of social capital in older persons who suffer from depressive ill-health. The im-
plementation of the CCM does not appear to improve the situation. Older persons need to be more aware of their 
social needs and productive interactions/and social capital in order to protect themselves and obtain support 
from their social network.  
Social capital should be seen as an important aspect of future research on how to empower older people to 
maintain their roles and involvement in society as well as participate in their own healthcare. However, health-
care professionals require more education about how negative self-beliefs can reduce older persons’ ability to 
understand the reciprocity and trust that are a part of their social capital.  
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